ABSTRACT: It îs important fOr researchers and practitioners to understand how early referral deci
across jurisdictions, and partial implementation of federal mandates (Powell, Fixsen, Dunlap, Smith, &C Fox, 2007) . The initial referral of a child for further evaluation is often considered the most important point in the pathway toward receiving services because without that referral a child may never get the type of educational opportunities and interventions he or she may need (Artiles & Trent, 1994; Delgado & Scott, 2006) . The consequences of a child slipping through the cracks in the system and not receiving early intervention are profound and include higher rates of school failure (Tremblay, 2000) , substance abuse, psychiatric illness, and unemployment (Coie & Dodge, 1998) .
There is little research examining early referral and intervention processes that take place in large-scale, community-based settings, such as subsidized child care (Buck, Polloway, SmithThomas, &c Cook, 2003) . Although there are a number of studies that address referral practices for preschool children in clinical settings (Delgado & Scott, 2006; Diamond, 1993; Fanton, MacDonald, & Harvey, 2008) and in foster care (Bruhn, Duval, & Louderman, 2008) , there are only a few studies that address referral practices in educational settings for preschool-aged children (Fantuzzo et al., 1999; Feil, Severson, & Walker, 1998; Mann, McCartney, & Park, 2007; Read, 1982) . Many early childhood referrals are made by pediatricians (American Academy of Pediatrics [AAP], 2001; King & Glascoe, 2003 ), but if a child in poverty is getting medical care only on an emergency basis, a pediatrician may not be in a good position to refer. It is important for researchers and practitioners to understand how referral decisions are made in communities because the long-term consequences of a child being referred (or not) to an agency for evaluation and intervention are profound, both for the quality of that child's life and for society. Referral recommendations by caregivers and teachers may be even more important for children from low-income families because such children may not get consistent medical care. The present case study describes a referral and intervention program in place in one community for low-income children receiving subsidies to attend child care, and examines patterns and correlates of child referral recommendations made by early childhood teachers and clinicians. Fantuzzo and colleagues (1999) examined the referral process in a preschool setting by conducting two complementary studies: one that examined profiles of children who were referred to a Head Start Disabilities Coordinator, and one that evaluated teacher concerns about children's special needs, also in a Head Start program. They found that all the children who were actually referred had speech or language problems and that most of them did not show emotional or behavioral problems. Interestingly, they found that teachers tended to recommend for referral many children who had only behavioral problems, but this group of children was the least likely to actually be referred in the end. This indicates that the clinicians and teachers may not be communicating well about which children show the most problems, or possibly that the clinicians believe that behavioral problems in preschool are likely to be resolved and do not need intervention.
REFERRAL PROCESSES AND PREDICTORS
Most research examining the prereferral process in schools has taken place in public schools with school-aged children (Buck et al., 2003; Burns & Symington, 2002; Drame, 2002; Truscott, Cohen, Sams, Sanborn, & Frank, 2005) . Research about prereferral intervention has concentrated mainly on descriptive information about state practices and differences in various school districts (Buck et al., 2003; Truscott et al., 2005) . This research has revealed that although the majority of states mandate or encourage prereferral intervention (86%), most do not give guidance on implementation and there is rarely consensus on the goals of prereferral processes (Truscott et al., 2005) . Burns and Symington suggest that an early prereferral intervention of some kind reduces placement in special education for elementary school children. Problems with the research on prereferral intervention, including lack of randomization, large differences between field studies and studies conducted by universities, and unclear information about
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. Holland and Merrell (1998) note the lack of research on preschool children referred to Child Find and especially research comparing referred and non-referred children. These authors assessed matched groups of referred and non-referred prekindergarten children after referrals had taken place and found that social skills assessment information predicted group membership in a majority of cases. The referred children had significantly higher rates of social skills deficits (reported by parents) when compared with non-referred children (Holland &C Merrell, 1998) . In a study examining screening failure and referral in a community screening clinic. Diamond (1993) found that parents' ratings of a young child's activity level and language, speech, or cognitive skills accounted for nearly 30% of the likelihood of a child failing a screening test or being referred. Delgado and Scott (2006) integrated information from children's birth records and a state database of preschool exceptionality records to create profiles of referred children. They found that other than biological risk factors, such as premature birth or low birth weight, the most salient risk factor for referral to early childhood special education was low maternal education. Mann and colleagues (2007) used data from the National Institute of Child Health and Human Development (NICHD) Study of Early Child Care to examine predictors of early remedial and special education services. These researchers found that child cognitive ability, behavior, and, demographic factors, such as income and maternal sensitivity, were associated with remedial and special education services prior to second grade. Again, however, this study was not designed to examine the actual referral process, but instead predictors of a child being referred to and receiving remedial or special education services.
A sizeable body of research has examined whether children from ethnic or language minorities are itiore (or less) likely to be referred for and receive special education services compared to Caucasian students (Abedi, 2006; Artiles, Rueda, Salazar, Si Higareda, 2005; Artiles &: Trent, 1994; Donovan & Cross, 2002; Carcia & Ortiz, 2004; Samson & Lesaux, 2009) . It is important to point out, however, that this literature is also largely limited to school-age and secondary-school children. Among older children in public schools, African American children and Spanish-speaking Latino children have sometimes been found to be overrepresented in high-incidence disability categories such as speech and language disorders, learning disorders, and intellectual disability. However, this seems to depend on grade level (more likely for older students), degree of English language proficiency (more proficiency leads to fewer diagnoses), and region of the country (more likely in areas with high numbers of language minorities [Artiles & Trent, 1994; Artiles et al., 2005; Donovan & Cross, 2002; Klingner & Harry, 2006; Samson & Lesaux, 2009] ). Little is known, however, about ethnic group and language differences in referral processes and referral rates of young children in a preschool/child-care context. The present study examines whether children from different ethnic (African American, Hispanic/Latino, Caucasian/other) and language (English vs. Spanish) groups were more likely to be selected for classroom observation by clinicians and/or selected for referral within the context of child-care centers participating in a communitywide program to provide support to caregivers and assist with early referral for challenging young children.
PARENT/PROFESSIONAL

AGREEMENT
Given that multiple perspectives (parent, teacher, clinician, paraprofessional) are involved in early referral decisions, the extent to which adults agree with one another about whether the child has a problem or disability is importaht to examine. Cross-informant agreement between teachers and parents has been consistently found to be moderate, with correlations between informant scores on behavioral and emotional problems around .28 (Achenbach, McConaughy, & Howell, 1987) . This meta-analysis revealed no significant difference in parent-teacher agreement depending on a child's clinical status or gender (Achenbach et al., 1987) .
Given that multiple perspectives (parent, teacher, clinician, paraprofessional) are involved in early referral decisions, the extent to which adults agree with one another about whether the child has a problem or disability is important to examine.
Other studies have found similarly moderate agreement between informants on a variety of measures, such as competence (La Paro & Pianta, 2000) , temperament (Victor, Halverson, & Smith-Wampler, 1988) , and psychopathology (Fei-dinand et al., 2003) . Suen, Logan, Neisworth, and Bagnato (1995) speculate that informant agreement (or disagreement) is so important that it is a useful child-level variable in and of itself to be used for placement decisions and, at the very least, the information provided by different informants must be pooled and considered as a whole. It may also be that there are children whose behavior is less stable from one environment to another; therefore, the adults interacting with these children are likely to disagree about their social skills and behavior. Another possibility is that certain adults in a child's life are, for whatever reason, less able to make correct or clear judgments of their behavior and social skills. Therefore, the other adults in that child's life will be likely to disagree regarding that behavior. In any case, such disagreements may indicate something about the child's functioning, something about the raters themselves, something about the context in which the child is observed, and/or something broader about the environment (e.g., quality of communication/relationship between parents and teachers). In this article, we consider congruence among parents, teachers, and clinicians and how that relates to decisions made about child referral.
PREREFERRAL INTERVENTION
During the 1980s, movement toward least restrictive practices in special education spurred the idea of prereferral intervention (Burns & Symington, 20Ö2) . Several models for prereferral intervention were developed, but the model most commonly cited is described by Graden and her colleagues (Graden, Casey, & Bonstrom, 1985) . The steps of this model include: 1. Request for consultation, 2. Consultation, 3. Observation, 4. Conference (if needed), and 5. Decision (formal referral or intervention). This model was conceptualized with an ecological perspective, examining the child in the school environment and gleaning information from both teachers and parents to take into account many of the factors that contribute to child difficulties in the classroom. In this model, assistance is first provided to. the teacher before a child is referred and placed in a special education setting (Graden, Casey, &C Christenson, 1985) : The community program that is described in the current study followed this service delivery, prereferral model. Prereferral intervention is not designed to prevent childten from being placed in special education programs, but rather to prevent unnecessary referral and placement of children who are having problems in school due to factors that can be addressed and changed outside the context of special education (Garcia & Ortiz, 2004 .)
The current article lends itself well to a developmental systems perspective because information is available from multiple contexts. Developmental systems theory is a dynamic transactional model of human development wherein an individual both affects and is afïected by the environments where they exist (Bronfenbrenner & Morris, 1998; Cuvo &C Vallelunga, 2007) . A child is born with het biological characteristics within a given family context to parents with their own biological characteristics, who have access to schools, places of worship, and other resources determined by the social policies and cultural expectations of the community. Interactions between the home and early school contexts occur in the form of congruence among teachers, parents, and professionals' ratings and perspectives on the child. Communication between these different contexts and individuals has implications for the child's development and can modify subsequent developmental contexts for the child (i.e., when referral decisions place the child in a new therapeutic context/school). It is important to understand how information from multiple sources, including developmental assessments, comes together in a community of practice to make decisions for young children.
In this article, we present a case study of the referral and intervention process within one urban community and examine how child assessment data from a countywide program, classroom observations, teacher interviews, and information from parent and teacher child surveys on child behavior and social skills informed clinician and teacher referrals made to a Child Find agency for a large, ethnically diverse group of low-income children receiving subsidies to attend child care. The Miami School Readiness Project (Winsler et al., 2008 ) is a large-scale, university-community initiative to improve the quality of child care in both public school pre-kindergarten programs and community-based child-care centers and family child-care homes. A goal of the collaboration is to use child assessment information to target int:erventions and provide better teacher training, thereby improving overall program quality and school readiness for children receiving child-care subsidies. The children within this larger program were assessed twice a year for both cognitive and social-emotional development. This article focuses on a subset of children attending child-care centers where one particular intervention program, the Natural Environment Educational Development (NEED) intervention and referral program, was being implemented by the county.
The NEED program's model is very similar to that described previously (Graden, Casey, & Bonstrom, 1985) . When a child is not making typical developmental progress, he or she is referred to a NEED clinician. Consent for observation and screenings is obtained from the family. A consultation with classroom staff is conducted, then an observation of the child in the classroom occurs, and finally feedback is provided to both family and child care staff If after observation and conferences, it is determined that a child would benefit from a more thorough diagnostic evaluation, referral may be made to community agencies including therapy, mental health, or Child Find. The NEED program is designed to support families and school staff by providing mentoring and teacher training to create appropriate programs for the development of all children in an inclusive environment. Services provided at no charge included observations and feedback to staff and families, training for staff and families, individualized and classroom interventions, curriculum and classroom adaptations, information, community referrals, assessment, and screenings. Based on the outcomes of observations and assessments, individual interventions were implemented and may include classroom adaptations, teacher professional development, and additional evaluation to gather more specific information to assist the child's learning. The goal of the present work is not to show the efficacy of the program or to show the later outcomes of children who participated in the program, but rather to describe the referral program that took place and the factors that related to children's eventual referrals. It is important to note that the NEED program was a community-organized, countywide program already in place and administered by early childhood agency personnel, not a specialized referral and intervention research program run by university faculty.
A description of how one community is using a prereferral process in a large-scale, centerbased, early childhood setting is useful for many reasons, and this article fills this gap in the literature. Such information might be useful for other communities or give ideas to professionals already working with young children who are at risk for referral to special education. Information about correlates of referral to Child Find agencies will also inform professionals and expand knowledge about why certain children are referred while others (with similar difficulties in school) are not. To that end, the following research questions were addressed:
1. How many children with potential special needs are referred for more evaluation or given prereferral classroom interventions in this high-risk, ethnically diverse, low-income population, and does this vary by child ethnicity and child primary language?
2. To what extent do classroom observations and teacher interviews relate to decisions about which children will be referred and which children will be given further in-class intervention?
3. Do teachers and clinicians recommend the same children for referral? • 4. How does parent-teacher agreement relate to the ultimate referral decisions made?
5. To what extent are child assessment scores for preacademic, behavioral, and social skills associated with referral decisions?
METHOD
PARTICIPANTS
The children (n = 899, ages 3-4 years) in this sample attended one of 67 regular mainstream (i.e., not special programs for children with disabilities) private child-care centers that was implementing the NEED program, an intervention program aimed toward identifying and including subsidy-receiving children with special needs in center-based child care through teacher mentoring, focused classroom interventions, and parent education. These children were all low-income and their families qualified to receive child-care subsidies as defined by total incorne being 150% below the federal poverty line. The ethnic breakdown of the children in this study was as follows: 67% Hispanic/Latino, 25% African American, and 8% Caucasian/other. Only 12% of the children lived in a home with two parents, and the average parent had less than a high school education (M = 11.4 years). The rheah family size was 3.3 members, with a mean yearly gross income of $16,844. This is clearly a sample of children at risk for early academic difficulties. We do not have data showing whether the children were enrolled in Part C early intervention programs prior to or while attending the NEED schools. A few of these children may have been later enrolled in Part B early special education programs after they were referred for evaluation, but that information was not available. The majority of these children went on to attend public school kindergarten and so would have presumably received special education services there if they were deemed eligible.
Fifteen clinicians/interventionists all held either bachelor's (60%) or master's (40%) degrees in education, child development, or psychology, with an average of 10.4 years of experience working clinically with and/or teaching young children. The clinicians/interventionists came from diverse backgrounds and were 67% Latina/ Hispanic, 26% Caucasian/other, and 7% African American (all were female). Detailed information on the teachers at the 67 centers was not collected; however, in this community, caregivers at child-care centers, on average, tend to be about 95% female, have a high school/GED education, and have an ethnic group membership similar to that of the children (about 60% Latino/Hispanic, 30% African American, and less than 10% Caucasian/other). Center classrooms typically met licensing regulations for child-adult ratios and most had one teacher and one assistant per 18 to 20 children. The classrooms varied in size, materials available, and skill levels of the teachers. Outdoor playground areas ranged from small areas behind shopping centers to lush, tree-shaded, vyell-equipped playgrounds with ride-on toys, sandboxes, and a climbing apparatus. Although data on center quality were not systematically collected in this study, it is known from prior work in this community (Winsler et al., 2008 ) that child-care center quality tends to be quite variable, but on average in the mediocre range (e.g., a 4 on a 7-poirit scale using measures such as the early childhood environment rating scale [Harms, Clifford, & Cryer, 1998 ]), similar to that found in other urban communities.
ASSESSMENTS
It is important to understand that the assessments used reflect the greater goals of the large-scale, countywide project (assessment and evaluation of so
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children's progress to gauge community progress on child school readiness and quality in subsidized child care) rather than having been chosen specifically as screeners for children suspected of disabilities. It is important for research to take place in such an ecologically valid and community-based manner because many cities, counties, or states are engaging in large-scale, early childhood assessments and using them for multiple purposes. Often administrators or directors will use one assessment for multiple purposes because it is logistically and financially impractical to do otherwise. The assessments discussed in the following paragraphs were administered at the beginning (September/October) of the academic year. Parents, teachers, and directors received reader-friendly child assessment, reports. These reports highlighted possible areas of concern for each child.
The children participating in this study were all assessed directly using the Learning Accomplishment Profile-Diagnostic (LAP-D; Nehring, Nehring, Bruni, & Randolph, 1992) . The instrument has four scales: cognitive, language, fine motor, and gross motor; however, the gross motor scale was not used in this investigation both for data reduction purposes and because, unlike the other scales administered by a trained, master'slevel outside assessor, the gross motor scale was administered by the child's teacher and was considerably less reliable. As is standard practice, the assessment was given in English or Spanish based on which language the child's teacher believed would give the best measure of the child's skills, or if this was not clear, the bilingual assessor's judgment after having talked with the child in both English and Spanish; 51% of the LAP-D assessments were completed in Spanish. This variable, language in which the LAP-D was administeted, was used as an indicator of the child's strongest/first language in analyses. The LAP-D assessments were performed by trained, outside bilingual assessors who came into the child's classroom. Internal consistency reliabilities for the LAP-D within the larger, countywide sample were .93 for the cognitive scale, .95 for language, and .94 for fine motor (Winsler et al., 2008) .
The Devereux Early Childhood Assessment (DEÇA; LeBuffe & Naglieri, 1999 ) is a 37-item parent-and teacher-report instrument developed to assess resiliency by examining social-emotional protective factors and behavioral concerns in preschool children. It is divided into four subscales: initiative, self-control, attachment, and behavioral concerns. Although the first three scales can be collapsed into a total protective factors score, with larger scores indicating better socialemotional skills, we analyzed each of the subscales to provide more descriptive and specific information about which aspects of social skills are related to agreement and referral decisions. Parents and teachers chose whether to use the English or Spanish version of the DEÇA questionnaire based on the language with which they were most comfortable, resulting in 49% of the parents and 52% of the teachers choosing to complete the Spanish version. Other work with the DEÇA with this population (Crane, Mincie, & Winsler, 2011) has shown that the Spanish and English DEÇA ate reliable for use in this population with no differences in reliability or parent-teacher agreement as a function of language of form. Cronbach alphas were computed for the five DEÇA scales (initiative, attachment, self-control, total protective factors, and behavioral concerns) both for teacher report and parent report in English and Spanish with this sample. Alphas were all higher than .70, and some were higher than .90, indicating high internal consistency reliability. To assess parent-teacher agreement on the DEÇA, raw scores were used. We chose raw scores (rather than T scores or percentiles) because, given that the DEÇA questionnaires given to teachers and parents are identical in their wording, we felt raw score differences would be the purist metric to gauge agreement. The DEÇA utilizes separate standardization tables for parents and teachers so agreement across standardized scores becomes less meaningful. To check whether raw scores were perhaps infiating differences between informants, we also ran the analyses on T scores, and the same pattern of results emerged. Mean difference scores were used to assess parent-teacher agreement. To compute the mean difference scores, the parent score was subtracted from the teacher score, and the absolute value of that was used.
Exceptional Children
SI
CLASSROOM OBSERVATIONS AND TEACHER INTERVIEWS
As part of the NEED program, children who scored 1.5 standard deviations or more below the nationally standardized mean for the child's age on any subscale of the DEÇA or LAP-D were seen as potentially at risk and were considered for receiving a classroom observation during the middle of the school year by one of the interventionists to determine whether or not further intervention or referral to a Child Find agency would be beneficial. These clinicians spent between one and several hours in the classroom observing the child. For maximum cultural sensitivity, bilingual or trilingual clinicians were paired as much as possible to be of the same race/ethnicity and language group (English, Spanish, and in some cases Kreyól) as the child and as the teacher. They were aware of the child's background and assessment results. They were the same clinicians who assisted staff in the center with other training throughout the program, but they were different from the assessors who completed the LAP-D. The clinicians brought general knowledge of early childhood development, best practices, curriculum and management strategies, knowledge of special needs, familiarity of techniques, and an awareness of family needs and concerns to the classroom. The clinicians and the program director functioned as resources for one another.
First, the clinicians conducted a classroom observation on an individual child. These observations yaried somewhat in length, but all occurred during normal classroom activities. The forms used during the classroom observations contained an area for a summary of the events witnessed during classroom observation arid a series of yes/no questions. The forms were created by the director of the program (the third author) alongside the clinicians and reflect the domains examined by the LAP-D and DEÇA. Example observation questions were:
• Does the child show age-appropriate behavior?
• Are peer interactions appropriate?
• Do the child's cognitive skills appear age appr;opriate?
• Do the child's fine motor skills appear age appropriate?
• Is the child's speech understandable?
• Does the child's language appear age â ppropriate?
The clinicians then completed a teacher interview to elicit more information about the child's performance in the classroom. The interview forms were created by intervention stafif and were based roughly on the LAP-D and DEÇA domains. The teacher interview form questions were as follows:
• Do you have any concerns about this child's development?
• Is the child learning?
• Are there any behavior concerns?
• Does the child have any medical issues?
• Does the child interact, play, or speak with other children?
• Is the child's speech understandable!'
• Is the child's pronunciation clear?
• Does the child follow directions?
• Does the child self toilet?
• Does the child self feed with a spoon and/or fork?
• Does the child follow class rules and procedures?
• Does the child sing or repeat words to songs or poems?
To get an overall score from these forms, the positive ansvvers (0 or 1-appropriately reverse coded) were added together for each form. For example, the observation form had seven questions, so the child scores on that form ranged from 0 to 7; the teacher interview form had 13 questions and thus ranged from 0 to 13, with higher numbers indicating higher functioning. During the interview, the teacher was asked to make a recommendation for each child (referral, intervention in the classroom, or no follow-up). From these two forms, recommendations for referral from the • teacher and clinician were available and used to evaluate agreement. Because the hard copy records of these interviews were not always located to forward to the researchers, only 103 teacher interview forms were available for data analysis.
R ES U LTS
The strategy for data analysis followed the order of the research questions. First, we describe the number and percentage of children who completed various steps of the prereferral process and the proportion of children who were referred to outside agencies or in-class intervention. Next, we examine the extent to which child scotes on the clinician observation form and the teacher interview form were different for children who were referred or not with a series of analyses of variance (ANOVAs). Then, agreement between clinicians and teachers in terms of the children referred was examined with chi-square analyses. Then (dis)agreement scores between parent and teacher on the DEÇA were entered as dependent variables in ANOVAs to examine whether children referred by clinicians were different from the other groups in terms of parent-teacher agreement on children's social skills. Last, multivariate ANOVAs (MANOVAs) were conducted to see if child referral groups by clinicians or by teachers (refer, in-class intervention only, no action needed) were different in terms of children's LAP-D and DEÇA scores.
The first question addressed was descriptive: How many childten were referred and/or given classroom interventions? Table 1 contains a breakdown of the number of children who fell into different categories of continued observation and evaluation, and their referral outcomes. Note that because some children had incomplete observation and/or teacher interview forms, the numbers on these tables may vary somewhat. For analyses, there ate three mutually exclusive outcome groups based on clinician decision: (a) referred children, (b) children deemed to need only intervention in the classroom at that time, and (c) children \yho did not appear to need any further intervention or referral at that time. We created two categorical variables with the same three groupings, one based on the teacher's recommendations and one based on the consultant/clinician's recommendations. The majority of the children given outside referrals also received classroom interventions.
In this program, scores on the child assessments (DEÇA and LAP-D) were used to identify children to go potentially to the next level, which was classroom observation. Of the 899 children assessed at the beginning of the school year, a staggering 588 (65%) were identified as scoring more than 1.5 standard deviations below the national mean on at least one of the 12 total subscales of the parent DEÇA, teacher DEÇA, and child LAP-D assessments. This large and unmanageable number of children identified at the first level indicates not only how at risk the sample was, but also the challenges communities have with using such instruments as screeners at scale. Of these 588 children, only 225 (38%) were actually observed in the classroom by a clinician. This reduced number is largely because many (173, or 29%) of the 588 children identified as being potentially at risk were classified as such solely on the basis of the child's parent rating for DEÇA behavior concerns (with no other concerns in other areas by the parent or by the teacher DEÇA or LAP-D). In an effort to make the number of classroom observations feasible, program leaders decided that those children would not be selected for observation in the classroom. Other children who were not observed included those who were not present repeatedly on days the observer was in the classroom and children whose problems were seen as less severe. Observers prioritized children for observation who had lower assessment scores and multiple concerns across numerous subscales when it became clear that there was not enough time or resources to observe all of the potentially at-risk children.
This large and unmanageable number of children identified at the first level indicates, not only how at risk the sample was, but also the challenges communities have with using such instruments as screeners at scale.
Out of the at-risk children who were observed {n = 225), 53% were viewed by the interventionist as not needing any special accommodations at that time, 29% were recommended to receive classroom-based intervention, and 16% were referred for outside evaluation at a Child Find agency. Teachers were also interviewed about the children observed. We had the teacher interview sheets for 103 children. Teachers recommended that 9% receive outside referrals and that 37% receive classroom-based assistance. Clinicians referred a larger proportion (16% of the children they observed) for referral than did teachers (9% of children who had a teacher interview). We also examined whether ethnic background was related to clinician referral recommendations. The children selected for observation in the classroom were 66% Hispanic/Latino, 25% African American, and 9% Caucasian/other, which was not significantly different from the overall proportions in the classrooms, x^(2) = 1.07, p = .57. However, child ethnicity was related to ultimate referral decisions (within those children who received classroom observations; x^ = 13.85,/> < .01). For the overall group of children who had observations and ethnicity information {n = 219), 17% were referred, 30% were given recommendations for intervention in the classroom, and 53% were deemed as needing nothing at this time. However, among African American children, more (30%) were referred and fewer (16%) recommended for classroom interventions, and for Hispanic/Latino children, fewer (11%) were referred and more (34%) recommended for classroom intervention. We used ANOVA to see if these differences were related to actual differences in child functioning and found that African American children scored significantly lower in the cognitive matching portion of the LAP-D when compared with Hispanic/Latino and Caucasian/other children, F{2, 213) = 5.662, p < .01. African American children also scored lower than Hispanic/Latino children on the fine motor writing scale of the LAP-D, F(2, 13) = 3.614, p < .05. In addition, African American children in the group showed less initiative, E(2, 158) = 3.774, p < .05, and self-control, E{2, 158) = 3.213, />< .05, compared with Caucasian/other children, according to teacher report. Also, both Hispanic/Latino and African American children were rated by teachers as having more behavioral concerns, E{2, 158) = 5.822,;-< .01, compared with Caucasian/other children. These ethnic group differences in level of child functioning help explain the differences in referral rates across ethnic groups. Last, we examined, just within His- panic/Latino children, whether the child's primary language (English, Spanish) was related to teacher or clinician referral decisions. Referral decisions were not related to child language.
REFERRAL: OBSERVER FORM AND TEACHER INTERVIEW
The next research question addressed whether information given on the form filled out by the clinician and information on the form used during the teacher interviews was associated with referral decisions. The scores from the clinician observation form and teacher interview form were entered as dependent variables in ANOVAs to see the extent to which those responses differed for children in the three clinician decision groups. The answers on the observer form were significantly related to the observer's referral decision, F(2, 218) = 174.89, />< .01, as expected. The answers that the teacher gave in the interview with the clinician were also significantly related to the clinician's referral decision, F{2, 99) = 28.01, p < .01. Children referred had the least positive answers on both of these forms. Observer form M = 3.25 {SD = 2.00), Interview score Af= 5.86 (SD = 1.34), and children who did not need follow-up had the highest number of positive answers. Observer form M = 6.88 (SD = .45), Interview score M = 8. 74 (SD=.72) .
TEACHER-CLINICIAN AGREEMENT
To examine whether teachers and clinicians recommended referral (or intervention) for the same children, a chi square test was conducted between the teacher's referral recommendation and the clinician's referral decision. Table 2 contains the percentages and A's for this analysis, which could only be conducted on the subset (n = 103) of children who had both teacher interview and clinician observation data. The chi square test examining recommendations of teachers and clinicians was significant, X^i^) = 114.85,/> < .001, indicating that when the teacher was interviewed in the classroom the clinicians and teachers did generally agree about whether a child should be referred, have more intervention, or have no foliow-up. Of the children recommended by the clinician for referral, 86% received the same recommendation by the teacher, and of the children recommended for no further follow-up by the clinician, 94% were given the same recommendation by the teacher.
REFERRAL AND PARENT/TEACHER AGREEMENT
The fourth research question addressed whether (dis)agreement between teachers and parents was related to referral decisions made by the clinician.
To determine this, we used the absolute value mean difference scores calculated from the parent and teacher DEÇA and included those as depen- dent variables in ANOVAs with the clinician referral group as the independent variable. Table 3 contains the means (and SDs) for these as a function of the clinician referral groups. The rnean differences of the parent and teacher scores on the self-control scale of the DEÇA were significantly related to the clinician's referral decision, F(2, 140) = 4.82, p < .01. Post hoc tests indicate that children who were recommended for classroom intervention had parents and teachers who disagreed significantly less than both the children who wefe referred and children who were recommended for no follow-up. On the self-control scale of the DEÇA, children who were recommended for classroom intervention had parents and teachers who disagreed the least, whereas children recommended for referral had parents ahd teachers who disagreed the most.
REFERRAL AND LAP-D ASSESSMENT SCORES
The final research question examined how child assessment scores were related to referral decisions. It is certainly possible for teacher and clinician referral decisions to be based on other, more idiosyncratic or personal matters and not be related to child competence on developmental assessments. However, it is important to understand , if scores on those assessments were related to whether a child was referred. That is, were the referred children the children who scored the lowest on the assessments? To examine whether children's scores on the LAP-D were linked to referral recommendations, two MÁNOVAs were conducted using clinician referral decision and teacher referral recommendation as alternating independent variables and the LAP-D domains ([language, fine motor, and cognitive) as the dependent variables. Table 4 contains the means (and SDs) by clinician decision and by teacher referral recommendation. Child LAP-D scores differed across clinician referral groups for all three LAP-D domains: cognitive, F{2, 2Í3) = 8.66,/> < .001, language, F{2, 212) = 11.32,;. < .001; and fine motor, F(2, 215) = 6.30, / < .OOi. Post-hoc examinations revealed that for cognitive and fine motor skills, children referred had lower scores than the other two groups, who were not significantly different from one another. For language, however, all groups were different, with the referred group having the lowest language abilities; the classroom intervention group in the middle, and those not needing additional follow-up receiving the highest scores. The teachers' referiral decisions were not significantly telated to children's cognitive and fine motor skills as assessed
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Fall 2013 by the LAP-D. However, for the language domain, scores significantly differed as a function of teacher's recommendation, P{2, 99) = 5.88, p < .01. Perhaps language clifficulties were most often recognized and considered by teachers to be worthy of referral. Recall that teacher referral recommendations were made later in the school year, several months after the assessments were conducted.
REFERRAL AND DEÇA ASSESSMENT SCORES
To examine how child scores on the DEÇA were related to referral decisions, MANOVAs were conducted using clinician and teacher recommeridation (referral, intervention, or no follow-up) as independent variables and the four DEÇA scales on either the teacher or parent DEÇA as dependent variables. The teacher and parent DEÇA scores were analyzed separately to avoid the problems of varying numbers of children having the assessments from the two different informants. Cliniciari Croups. Table 5 contains the means (and SDs) for the clinicians' decisions and teacher and parent DEÇA scores. The cliniciari's referral decision vvas significantly related to all four DEÇA scales: initiative,>(2, 158) = 14.56, p < .001; self-control, P{2, 158) = 15.17, p < .001; attachment, F{2, 158) = 17.80, p < .001; and behavioral concerns, F{2, 158) = 8.07, p < .001. Follow-up analyses revealed that for initiative and attachment, all three clinician referral groups were different from one another, with referred children receiving the lowest scores, iritervention-only children having scores in the middle, and children not in need of follow-up having the strongest scores. For self-control and behavioral concerns, however, only the referred children performed worse than the other tvyo groups combined. The average scores on the parent DEÇA scales did not vary significantly for the children based on whether they were referred, recommended for classroom intervention, or seen as needing no follow-up by the clinician. This suggests that the clinicians did not use parent-report DECA information much in informing their decisions.
Teacher'Recommendation Croups. Note. Groups with different superscripts are significantly different from one another on that particular scale p < .05; ANOVA = analysis of variance; DEÇA = Devereux Early Childhood Assessment.
DEÇA scores as a function of teachet referral rec-. ommendation group. Teacher's referral recommendation was significantly telated to the attachment, F{2, 62) = 6.01, p < .01, and behavioral concerns, F{2, 62) = 4.57, p < .05, scales of the teacher DEÇA, but not to the initiative or self-conttol scales. Follow-up analyses tevealed that fot the attachment scale, teferred children had lower scores than both children recommended for no follow-up and classroom intervention. Similarly, for behavioral concerns, the children recommended for no follow-up had significantly fewer behavioral problems than both other groups as rated by the teacher. One would expect the teachet's referral decision to be highly related to the teacher's own DEÇA ratings of a child, but it is important to remember that the teachers completed the DEÇA towatd the beginning of the school year and the interviews where they made referral recommendations were done toward the middle of the yeat; thus the teachers had time to get to know the child better and therefore.possibly changed theit minds about, or witnessed growth in, some children's social-emotional development and behavior. The only parent DEÇA score related to teachers' referral recommendations was behavioral concerns, F{2, 54) = 3.78, p < .05, with the referred and intervention groups showing more behavioral problems than those deemed as needing no follow-up. This indicates that, similar to the clinicians, the teachers did not use much information ptovided by parents on the DEÇA in niaking referrals. The only parent information related to teacher referral recommendations was parental input about child behavioral problems. Note. Groups with different superscripts are significantly different from one another on that particular scale p < .05; ANOVA = analysis of variance; DEÇA = Devereux Early Childhood Assessment.
DISCUSSION
Referral for evaluation is a critical moment in a child's life. Without being identified and appropriately assessed a child may never receive the educational or therapeutic services he or she needs to thrive in school or in society. Research examining referral processes in existing community programs where the at-risk children in question are currently found (in this case, child-care centers that enroll children receiving subsidies) remain scant. The objective of this case study was to examine the referral recommendations of teachers and clinicians for low-income urban children and determine relations between those recommendations and the information provided by parents, teachers, and large-scale standardized assessments. This type of ecologically valid case study of a large-scale community program already in place. using child assessments for a variety of different purposes, adds a helpful complement to prior work that has been done in clinical settings or in highly controlled settings, such as those in university-based preschool programs. Understanding how such programs work in the real world is critical. Referral decisions are fraught with complexity, and descriptive studies such as this one can add to our understanding of how and why some children are referred whereas others may slip through the cracks. The NEED program was conceptualized as a support and intervention program to help families and teachers within an urban, povertystricken area understand the problems the children face and to implement interventions within schools in an inclusive setting. Part of this program was to facilitate referral of children who appeared to have developmental or behavioral problems beyond the scope of classroom intervention to an appropriate community agency for evaluation and support. In this program, teachers and clinicians had access to a variety of information sources to help in decision-making, and this study shows that they demonstrated relatively high levels of agreement about which children needed in-classroom intervention and which children needed referral for further evaluation. In this program, 16% of the children who were observed in the classroom were referred for further evaluation and 29% were given classroom-based intervention. The referral recommendations made by the classroom observers in this study were related to a great deal of the information that was accessible, including the LAP-D and teacher DEÇA assessment scores as well as their classroom observations. The children who were referred had the most behavioral problems, the lowest socialemotional protective factors, and the lowest scores in cognition, language, and fine motor skills.
The children who were referred had the most behavioral problems, the bwest social-emotional protective factors, and the bwest scores in cognition, language, and fine motor skills.
Children who were referred were those with lower child assessment scores and more behavioral and social skills problems observed by teacher and parents. Ethnic group differences emerged on the child assessment scores with African American children receiving lower scores on many of the child assessments. Accordingly, African American children were also more likely to be referred than other ethnic groups. If there were no differences found in level of child functioning and there were still ethnic differences in referral rates (not the case here), that would be evidence of disproportiçnate referral or representation in early childhood special education for African American children, a topic of considerable interest when observing older children in public schools (Hosp & Reschly, 2004) , but one less explored among preschool children (Scarborough et al., 2004) . It would appear, at least in this setting within lowincome families receiving child-care subsidies, that those most in need of referral consideration, namely those with the lowest functioning according to the assessments, are those most likely to receive referrals for additional services. It is also important to note that referral decisions in this community (with much sociolinguistic support for the Spanish language) were not related to the primary language of the child (Spanish, English).
The clinician's referral decisions were related in part to parent and teacher disagreement. The children whose parents and teachers showed the least agreement in terms of mean levels of selfcontrol were the children most likely to be referred for further evaluation. This is important as it may be that children for whom conflicting information is received are also those children who may benefit the most from evaluation by a third party. If parents and teachers cannot agree about a child, third party evaluation seems quite prudent. The question remains as to whether or not this disagreement is, in and of itself, indicative of a problem, which the findings in this article seem to indicate because the clinicians and teachers appear to have discounted much of the information provided by parents on the DEÇA. The referred group of children was made up of those who scored the lowest on both assessments and whose parents and teachers showed the most disagreement; therefore, they were likely the children who were most in need and most at risk for developmental problems. Children with developmental problems may also haye more discontinuous environments between home and school, or it could be that children with significant developmental problems who get referred actually behave more discrepantly between school and home than do children without such problems. Future research needs to explore these possibilities carefully because parent-teacher disagreement is a key factor to consider during prereferral intervention processes.
Neither the clinicians nor the teachers used a great deal of the assessment information provided by the parents in making referral recommendations. Teachers' referral recommendations were related to the parents' report of behavioral problems on the DEÇA scales, but otherwise the information provided by the parents was not significantly 6O related to referral recommendations. Recall too that early on in the process, in order to make the number of children observed manageable, children who were seen by the parent as having behavioral problems but who had no other low scores on the other assessments were systematically not selected for observational follow-up. In a way, parent reports were discounted early on in the process. This may be problematic because many researchers advocate for parent report and family-centered intervention (Bagnato & Neisworth, 1991; Katsiyannis, Yell, & Bradley, 2001) . They ask clinicians and teachers to take parental opinion more into account because parents have unique insights into a child's behavior and development. This is very important even in terms of policy because IDEA (2006) specifically states that parents must be involved in interventions and education plans for at-risk children. The results in this article do not necessarily indicate that the clinicians and teachers ignored the information provided by the parent DEÇA, just that those scores were not ultimately related to referral decisions. However, this finding is in contrast to current initiatives for family-centered early childhood practice that emphasize the need to include parents as a central part of the early assessment and referral process (Dunst, 2002 ; U.S. Department of Education, 1994) .
Prior research on the referral process in preschool-age children is scant (Delgado &C Scott, 2006; Fantuzzo et al., 1999) . The study by Delgado and Smith did not examine the referral process in the context of a particular community setting but rather examined children's birth records for risk factors that predicted intervention. Fantuzzo and colleagues examined clinician and teacher recommendations for referral and the characteristics of children referred and found that although clinicians tended to refer children with speech/language problems, teachers tended to refer children exhibiting behavioral problems. Fantuzzo and colleagues also speculated that these differences were related to a lack of communication between parents and clinicians or to different priorities (e.g., preschool teachers may see behavioral problems as more compelling than speech problems). In the current study, in communitybased child-care centers, clinicians and teachers were likely to recommend the same group of atrisk children for both referral and classroom intervention. These children had the lowest scores on cognitive, language, and fine motor assessments, the lowest social-emotional protective factors, and their parents and teachers disagreed the most about their self-control. It is possible that one of the advantages of having a large-scale assessment system in place in a community is that it gives a standard set of assessment tools for parents and early childhood teachers to use and, as such, perhaps augments communication and agreement between parents and teachers.
Limitations include that there was, by design, little experimental control over selection of children, schools, conditions, assessments, and procedures because this was an observational case study of an existing community program. However, such controls are not needed to accomplish the central goal of the study, namely, obtaining information about informant agreement and referral decisions regarding children who live in poverty in one ecologically-valid, real-world situation. Other communities might not have the countywide child assessment program in place or the county resources and university support dedicated to such a program. A second limitation of this study is that the assessments used were implemented on a large scale for other purposes and were not designed to be used for diagnostic purposes for children with disabilities. Another limitation of this study was that although the sample of children was ethnically diverse, it was not diverse in terms of income. Certainly, to get a complete picture, it would be best to include children with higher income attending a wider variety of child-care settings. This can be seen as a strength in another way, however, because the rather homogenous group in poverty here controlled for income variance and allowed for us to examine early childhood assessment and referral processes within an understudied, low-income, and at-risk preschool sample. Thus, the ecological validity of the present investigation is high given that referral decisions were examined in a community-based program within center-based child care for lowincome children receiving subsidies, the very group most in need of effective assessment and referral processes.
An additional limitation of the study was that we did not have measures of children's proficiency in English and/or Spanish for the English language learners in our sample, so we could not examine the extent to which English proficiency might be an important factor in early referral decisions. Also, it is worth noting that because children most in need were prioritized for observation and follow-up, some analyses had a restricted range of only the children in the lowerfunctioning bracket. Results with respect to how parent-teacher agreement relates to referral decisions, for example, might be different with the full range of child competence represented. Last, because this was an exploratory, descriptive study, we did run numerous analyses with sometimes relatively small sample sizes. Replication of this kind of work in other samples is recommended.
In terms of recommendations for practice, we did find that the teachers typically agreed with the clinicians on the children who should be referred, suggesting that child-care provider reports can' be useful for early identification, at least within the context of the professional development teachers received from the NEED program with the county child assessments that were available. Also, finding effective ways to bring parents more into large-scale early identification and referral processes is clearly needed. Our finding that Hispanic/Latino children's primary language did not appear to influence referral decisions suggests that with well-trained bilingual assessors and the use of validated instruments in English and Spanish, child assessment, identification, and referral programs can be done effectively in a bilingual setting, at least in a community that values the Spanish language.
This article highlights some next steps for future research. First, the parents reported a higher number of child behavioral problems than the teachers reported. Additional research would be needed to determine the extent to which these differences in child behavior accurately reflect differences in child behavior across contexts or whether they are due to other parental factors such as education, stress, and knowledge about child development. Other important future research ideas would be to examine how well these processes for referral and intervention worked by following up with these children later as they move into the public school system.
